Basic Medicaid Billing Guide October 2008

Section 4: Managed Care Provider Information

Community Care of North Carolina—Carolina ACCESS

Community Care of North Carolina/Carolina ACCESS (CCNC/CA) isaprimary care case
management (PCCM) program that provides managed care for North Carolina s Medicaid
recipients. Health careis coordinated and managed by primary care providers (PCPs) who
contract with DMA. Enrollment in CCNC/CA is mandatory for the majority of Medicaid
recipients but optional for others. PCPs receive a per-member, per-month management fee for
providing and arranging for necessary health care of their enrollees.

Historically, North Carolina has had two PCCM programs.  The initial program, Carolina
ACCESS, created an infrastructure of PCPs. Community Care of North Carolina further
developed this infrastructure into a network of community medical and service providers.
CCNC/CA isused to identify managed care as a united program that provides access to high-
quality primary care.

Carolina ACCESS

Initiated in 1991 as Medicaid’'s PCCM program, Carolina ACCESS was developed to provide
Medicaid recipients with amedical home, which provides access to the public and private
medical provider community. Enrolling recipientsinto a medical home reduces the need for
recipients to seek primary care services and basic sick care services from hospital emergency
departments. PCPs coordinate care for enrollees by providing and arranging care based on each
enrollee’s health care needs.

Participating Carolina ACCESS PCPs receive a monthly management fee of $1.00 per member
per month for coordinating the care of Medicaid recipients enrolled with their practice(s). They
a so receive fee-for-service Medicaid reimbursement for the medical services provided to their
patients.

Community Care of North Carolina—ACCESS I/l

Community Care of North Carolina, formerly known as ACCESS I1/111, was initiated in 1996 as a
community-based enhanced PCCM program, joining PCPs, hospitals, health departments,
departments of socia services (DSS), and other Medicaid providersinto regiona provider
networks to manage the health care needs of Medicaid recipients. Each CCNC regiona network
employs care managers who assist in developing, implementing, and evaluating the care
management strategies at each site. Care management strategies include

e Performing risk assessment—utilizing an “at-risk” screening tool that identifies both
medical and social risk factors

Reviewing emergency department utilization—integrating appropriate outreach, follow-
up, and educational activities based on emergency department use by enrollees

Implementing disease management processes—including, but not limited to, pediatric
and adult asthma, congestive heart failure, and diabetes

Implementing a care management process—identifying and targeting care management
activities based on the screening process and other methods of identifying enrollees at
risk

Identifying high costs and high users—developing and implementing activities that |ower
utilization and cost
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o Developing pharmacy initiatives to alleviate the high cost of medications

Currently, there are 14 CCNC regional networks that include more than 3,000 physicians across
North Carolina. PCPs who affiliate with a network receive $2.50 per enrollee per month. Each
CCNC network is governed by alocal administrative entity, which is paid an additional $3.00 per
enrollee per month to develop and implement care management strategies. CCNC isjointly
administered by the Office of Rural and Community Care and DMA. Thefollowing isalist of the
networksin CCNC:

ACCESSCareg, Inc.

ACCESS I Care of Western North Carolina
ACCESS 11 of Lower Cape Fear

Carolina Collaborative Community Care
Carolina Community Health Partnership
Community Care of Wake/Johnston Counties
Community Care Partners of Greater Mecklenburg
Community Care Plan of Eastern Carolina
Community Health Partners

Northern Piedmont Community Care
Northwest Community Care Network
Partnership for Health Management
Sandhills Community Care Network
Southern Piedmont Community Care Plan

Recipient Enroliment
CCNCI/CA is considered a higher level of benefit over regular Medicaid for recipients eligible to

enroll. The county DSSis responsible for enrolling recipients Based on the Medicaid program
aid category of eligibility, recipients are either required to enroll, optional for enrollment, or not
eligible to be enrolled. Enrollment is mandatory for the majority of Medicaid recipients.

Medicaid recipients who enroll in CCNC/CA, whether as a requirement or an option, must select
amedical home from the list of PCPs serving their county of residence. Recipients who do not
choose a medical home may be assigned to a medical home by the county based on location,
medical history, and other factors. Each family member may have a different medical home.

Enrollees may request to change their medical home at any time. The county DSS is responsible
for processing an enrollee' s change request. Changes are effective the first day of the month
following the change in the system, pursuant to processing deadlines.

Enrollees are responsible for all copayments required by Medicaid. Refer to Copaymentsin
Section 2, Recipient Eligibility, for additional information.

CCNC/CA enrallees are identified by information on their MID card. “Carolina ACCESS
Enrollee” appears on the card, along with the name of the medical home, address, and daytime
and after-hours telephone numbers.

Refer to Verifying Eligibility in Section 2, Recipient Eligibility, for information on verifying
recipient eligibility.
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Recipient Education

The county DSSis responsible for recipient education. Enrollees are provided with a Carolina
ACCESS recipient handbook (available in English and Spanish) that informs them of the rights,
responsibilities, and benefits of being amember. It is aso important for PCPs, as the coordinators
of care, to be actively involved in patient education. CCNC/CA PCPs are strongly encouraged to
contact all new enrollees by telephone or in writing within 60 days of enrollment to schedule an
appointment to establish a medical record for the new enrollee. New enrollees are identified in
Section 1 of the monthly Carolina ACCESS Provider Enrollment Report. Refer to the
examples of the reports at the end of this section.

Providers should inform each enrollee about the following:

e Theavailability of medical advice 24 hours aday, 7 days aweek, and the preferred
method for contacting the PCP

The enrollee’ s responsibility to bring the current month’s Medicaid identification (MID)
card to each appointment

The need to contact the PCP for areferral before going to any other doctor

The need to contact the PCP before going to the emergency department, unless the
enrollee feels that his or her life or health isin immediate danger

The importance of regular preventative care visits, such as Health Check screenings for
children, immunizations, checkups, mammograms, cholesterol screenings, adult health
assessments, and diabetic screenings

o Theavailability of additional information for enrollees from the county DSS
o Copayment requirements
DMA'’ s customer service center is available to help all Medicaid recipients understand their

health care benefits. Customer service representatives also help enrolled recipients understand
the procedures for obtaining health care in a managed care program.

Provider Participation

Requirements for Participation

DMA Managed Care and DMA Provider Services work together to recruit and enroll PCPs into
the CCNC/CA program. DMA Provider Servicesis responsible for processing the applications
and enrolling providersinto the program. DMA Managed Careis responsible for establishing
PCP participating requirements, assisting providersin carrying out CCNC/CA policies and
procedures, and recruiting providers into the program. Questions about the CCNC/CA program or
requirements for participation can be answered by the regional managed care consultants (see the
list at the end of this section) or by the staff at DMA Managed Care (919-647-8170).

DMA requires providers to complete and submit a signed application and agreement confirming
their compliance with all participation requirements. The CA Provider Enrollment Packet is
available on DMA'’ s website at http://www.ncdhhs.gov/dmal/caenroll.htm. The application and
the agreement must each contain the original signature of the authorized representative (or a
participating provider). Applications may be pended for a maximum of 90 days from the date of
receipt of the application by DMA Provider Services. Providers will be contacted if there are
guestions regarding information provided in the application. Providers are notified of their
approval or denia in writing. Providers whose applications are denied may reapply at any time
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unless a sanction has been imposed upon the provider’ s participation by the Managed Care
Section.

Every DSS s notified weekly of new CCNC/CA providers and changes in current CCNC/CA
provider information. Providers are required to report any changes regarding their practice’s
status to DMA Provider Services. To report changes to the Medicaid program, CCNC/CA
providers must submit a signed Medicaid Provider Change Form.

To be approved as a CCNC/CA PCP, providers must meet the following requirements:

1. Accept N.C. Medicaid payment as payment in full, practice in the state of North Carolina
or within 40 miles of the borders of North Carolina, and have an active N.C. Medicaid
provider number (MPN) for use as the CCNC/CA provider number.

Have an active license for each provider in the practice. Each physician and doctor of
osteopathy must also have an active individual MPN. Participating nurse practitioners
and certified nurse midwives who have been issued individual MPNs must also disclose
their individual provider numbers on the CCNC/CA provider application. The
information on file for each individual MPN must be consistent with the information
provided in the CCNC/CA application.

Be enrolled as one of the following Medicaid provider types:
Family medicine practitioners
Gynecologists

General practitioners

Internists

Nurse practitioners

Federally qualified health centers
Osteopaths

Health departments

Pediatricians

Rural health clinics
Obstetricians

Note: Physician assistants do not directly enroll in Medicaid at this time, but may
participate in Carolina ACCESS through their supervising physician and enroll with
Carolina ACCESS using the supervising physician’s MPN.

Enroll each CCNC/CA location with a separate, site-specific provider number. Practices
operating as a group must enroll with a site-specific group number; solo practitioners
may use their individual provider identification number or enroll with a group number if
they are operating as a group. The name, address, and daytime telephone number must be
consistent with the information reported to the N.C. Medicaid program, and must
therefore be site specific. The CCNC/CA PCP's practice name, address, and daytime and
after-hours telephone numbers are printed on the enrollee’s MID card.

Enroll with CCNC/CA using a group number, if applicable, for ease of claimsfiling,
referrals, management of reports, and accurate financial reporting to the IRS.

State on the initial application the maximum number of enrollees that will be accepted for
the site and also any specific enrollment restrictions such as age or gender. Enrollment of
Medicaid recipientsis capped at 2,000 per participating provider (MD, DO, PA, NP, or
CNM).

Note: Providers who do not accept Medicare will not have CCNC/CA enrollees who
have Medicare coverage assigned to their practice.
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7. List onthe application al contiguous counties from which the practice will accept

CCNCI/CA enrollees. Since the provider must be accessible for primary care, these
counties must include only the county in which the practice is located and the bordering
counties.

Disclose on the application information regarding sanctions or termination by the
Medicaid program or the Carolina ACCESS program. For complete information, refer to
Sanctionsin this section.

Establish and maintain hospital admitting privileges or enter into aformal agreement with
another physician or group practice for the management of inpatient hospital admissions
of CCNC/CA enrollees. If the CCNC/CA practice does not admit patients and provide
age-appropriate inpatient hospital care at a hospital that participates with the N.C.
Medicaid program, then the Carolina ACCESS Hospital Admitting
Agreement/Formal Arrangement (on DMA’swebsite at
http://www.ncdhhs.gov/dma/formsca.html) must be submitted to DMA Provider Services
to address this requirement for participation.

. Have aprovider available at each practice site to see scheduled and non-scheduled

patients a minimum of 30 hours per week.

. Provide access to medical advice and care for enrolled recipients 24 hours aday, 7 daysa

week. Refer to 24-Hour Coveragein this section.

. Make ora interpretation services available free of charge to each current and potential

enrollee. This appliesto all non-English languages.

. Make primary care services available to enrollees and indicate these services on the

application. These services must encompass all requirements for the specified ages. For
example, a provider who wishes to enroll recipients ages 2 through 20 must agree to
provide all components for each age category, 2 through 20.

Note: PCPs who request CCNC/CA participation for enrollees with Medicaid for
Pregnant Women (MPW) benefits only are exempt from the preventive and ancillary
services requirements.

Conditions of Participation

When a provider agreesto participate with CCNC/CA, she or he agrees to

Develop patient—physician relationships
Manage the health care needs of recipients
Provide mandatory preventive services

Authorize and arrange referral's, when necessary, for health services that the primary care
practice does not provide

Review and use recipient utilization, emergency room enrollment, and referral reports
Follow standards of appointment availability

In addition to the conditions of participation for Medicaid providers (in Section 3, Medicaid
Provider Information), CCNC/CA providers must comply with section 1932 (b)(7) of the Social
Security Act, which states, “the Plan shall not discriminate against providers with respect to
participation, reimbursement, or indemnification for any provider acting within the scope of that
provider's license or certification under applicable State law solely on the basis of provider's
license or certification.”
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Exceptions

Exceptions to arequirement for participation may be granted in casesin which it is determined
that the benefits of a provider’s participation outweigh the provider’sinability to comply with this
requirement. The provider shall submit awritten request to DMA for consideration for exception
for a specific agreement requirement. The request shall include the reasons for the contractor’s
inability to comply with this agreement. The request shall be submitted at the time this agreement
is submitted to the DMA Managed Care Program Operations Manager for consideration.
Approva of the application constitutes acceptance of the request for exception.

Sanctions

Failure to meet the terms outlined in the CCNC/CA provider agreement may result in the
imposition of one or more of the following sanctions:

e A limit may beimposed on member enrollment.
o All or part of the monthly management/coordination fee may be withheld.

e The PCP may be referred to DMA Program Integrity (Pl) for investigation of potential
fraud or for quality-of-care issues.

e The PCP may be referred to the N.C. Medical Board.
o The PCP may be terminated from the CCNC/CA program.

DMA makes the determination to initiate sanctions against the PCP and may impose one or more
sanctions simultaneously based on the severity of the contract violation. DMA may initiate a
sanction immediately if it is determined that the health or welfare of an enrollee is endangered; or
DMA may initiate a sanction to begin within a specific period of time. Failure to impose a
sanction for a contract violation does not prohibit DMA from exercising its right to do so for
subsequent contract violations.

Sanction Appeals
The PCPisnotified by certified mail of the sanction and the right to appeal the sanction.

DMA must receive the PCP' s request for aformal evidentiary hearing by the DMA Hearing Unit
no later than 15 calendar days after the receipt of the sanction notice. The hearing provides an
opportunity for all sidesto be heard in an effort to resolve the issue. The sanctioned party may
represent himself or herself, may designate a representative, or may enlist the services of an
attorney. The findings are documented by the DMA hearing office and presented to the DMA
Director, who makes the final determination to uphold or rescind the sanction. The PCPis
notified by certified mail of the Director’s decision.

PCPs who are terminated from the CCNC/CA program—or who voluntarily withdraw to avoid a
sanction—are not eligible to reapply for a minimum of one year, with a maximum time period to
be determined by the Managed Care Section. The decision is predicated on the extent or severity
of the contract violation necessitating the termination.

Terminations

The PCP' s agreement to participate in the CCNC/CA program may be terminated by either the
PCP or DMA, with cause, or by mutual consent, upon at least 30 days written notice delivered
by registered mail, return receipt requested. Termination will be effective on the first day of the
month, pursuant to processing deadlines.
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Provider Reports

The goals of the CCNC/CA program are to improve access to primary care and to provide amore
effective and cost-efficient health care system. It is the responsibility of PCPs to manage the care
of their enrollees. DMA provides four reports to assist PCPs with thisgoal. An example of each
report is available at the end of this section.

Enrollment Report

DMA’s Managed Care Section provides PCPs with amonthly CA Provider Enrollment Report.
The report consists of three sections for both Carolina ACCESS enrollees and N.C. Health Choice
enrollees, if applicable: new enrollees, current enrollees, and terminated enrollees. It isthe PCP's
responsibility to review this report every month and report any errors to the managed care
consultant or the county DSS. PCPs must continue to coordinate care for any enrollees who are
linked to the practice, even if a change has been requested or an error has been reported, until the
change or error has been resolved and reported correctly. Refer to the end of this section for an
example of the report.

Emergency Room Management Report

The Emergency Room Management Report lists the PCP' s enrollees for whom emergency
department services were paid during the month. It is very important to review this report to
determine enrollees who are using the emergency department inappropriately and to develop
strategies to redirect these enrollees to the appropriate setting. PCPs may need to evaluate their
after-hours message or procedures or collaborate with an urgent care center to provide the most
cost-effective after-hours care. Refer to the end of this section for an example of the report.

Referral Report

DMA provides CCNC/CA PCPswith amonthly Referral Report containing information on
where and when enrollees obtained services during the month. The report is available to PCPs on
paper or diskette. Refer to the end of this section for an example of the report.

Quarterly Utilization Report

The Quarterly Utilization Report provides a detailed representation of the utilization of services
by enrolleeslinked to the PCP' s practice. The report is based on claims paid for dates of service
for the report quarter and assists the PCP in devel oping strategies for more cost-effective primary
care. An example of the report and instructions for using it are available at the end of this section.

Provider Requirements

Health Check Services

CCNC/CA PCPs are required to provide Health Check preventive care screenings to Medicaid-
eligible children aged birth through 20 years. PCPs serving this population who do not provide
Health Check screenings are required to pursue an agreement with the local health department to
provide all Health Check screening components. PCPs must retain a copy of this agreement in
their files and must ensure that their records include information regarding the extent of these
services. Refer to DMA’swebsite at http://www.ncdhhs.gov/dma/formsca.html for a copy of the
Health Check Agreement between Primary Care Provider and the L ocal Health
Department.
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Refer to the Health Check Billing Guide on DMA’s website at
http://www.ncdhhs.gov/dma/healthcheck.htm for additional information.

Adult Preventive Annual Health Assessments

CCNCJ/CA PCPs arerequired to provide all of the components of an initial preventive annual
health assessment and periodic assessments to adult enrollees aged 21 years and over. For more
information, please refer to the latest edition of the Pocket Guide to Clinical Preventive Services,
from the U.S. Preventive Services Task Force, at http://www.ahrg.gov/clinic/uspstfix.htm.

24-Hour Coverage

CCNC/CA requires PCPs to provide access to medical advice and care for enrolled recipients 24
hours aday, 7 days aweek. There must be prompt (within 1 hour) access to a qualified medical
practitioner who is able to provide medical advice, consultation, and authorization for service
when appropriate. PCPs must have at least one telephone line that is answered by the office staff
during regular office hours.

PCPs must provide enrollees with an after-hours telephone number. The after-hours number may
be the PCP’ s home telephone number. The after-hours telephone line must be listed on the
enrollee’ s MID card. The after-hours telephone number must connect the enrollee to one of the
following:

e Ananswering service that promptly contacts the PCP or the PCP-authorized medical
practitioner

A recording that directs the caller to another number to reach the PCP or the PCP-
authorized medical practitioner

A system that automatically transfers the call to another telephone line that is answered
by a person who will promptly contact the PCP or PCP-authorized medical practitioner

o A call center system

A hospital may be used for the 24-hour telephone coverage requirement under the following
conditions:

e The 24-hour access line is not answered by the emergency department staff.
e The PCP establishes a communication and reporting system with the hospital.
o The PCP reviews results of all hospital-authorized services.

An office telephone line that is not answered after hours, or is answered after hours by a recorded
message instructing enrollees to call back during office hours or to go to the emergency
department for care, isnot acceptable. It is not acceptable to refer enrollees to the PCP s home
telephoneif thereis no system in place as outlined above to respond to calls. PCPs are

encour aged to refer patients with urgent medical problems to an urgent care center.

Standards of Appointment Availability

PCPs must conform to the following standards for appointment availability:
o Emergency care—immediately upon presentation or notification
e Urgent care—within 24 hours of presentation or notification
e Routine sick care—within 3 days of presentation or notification

¢ Routine well care—within 90 days of presentation or notification (15 daysif recipient is
pregnant)
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Emergency Conditions

An emergency medical condition is one in which the sudden onset of a medical condition,
including emergency labor and delivery, manifestsitself by acute symptoms of such severity that
the absence of immediate medical attention could reasonably be expected to result in

e seriousjeopardy to the health of the individual or the health of a pregnant woman or her
unborn child;

e seriousimpairment to bodily functions; or
e serious dysfunction of any body organ or part.

With regard to pregnant women having contractions, a situation is considered to be an emergency
if

o thereisinadequate time to effect a safe transfer to another hospital before delivery; or

e transfer may pose athreat to the health or safety of the woman or the unborn child.

Urgent Conditions

An urgent medical condition is defined as a condition that, without medical attention and
intervention within 12 to 24 hours, could seriously compromise the patient’s condition and the
possibility of afull recovery.

Standards for Office Wait Times

PCPs must conform to the following standards for office wait times:

o  Walk-ins—within 2 hours, or schedule an appointment within the standards of
appointment availability

e  Scheduled appointment—within 1 hour
o Life-threatening emergency—must be managed immediately

Hospital Admitting Privileges

CCNC/CA PCPs must establish and maintain hospital admitting privileges or enter into a formal
arrangement with another physician or group practice for the management of inpatient hospital
admissions of CCNC/CA enrollees. An appropriate arrangement must be made to ensure access
to care for al enrollees regardless of age. The Carolina ACCESS Hospital Admitting
Agreement/Formal Arrangement fulfillsthis requirement for participation. Itisavoluntary
written agreement between the CCNC/CA PCP and the physician/group who is agreeing to accept
the responsibility for admitting and coordinating medical care for the enrollee on behalf of the
CCNC/CA PCP throughout the enrollee’ s inpatient stay. This agreement must be completed
by both parties. The CCNC/CA PCP must submit the original form with his or her application
for participation or when a change occurs regarding the provider’ s admitting agreement. A copy
of the admission agreement on DMA’ swebsite at http://www.ncdhhs.gov/dma/formsca.html.

The following arrangements are acceptable;
o A formal agreement may be made with a physician, a group practice, a hospital group, or
aphysician cal group.
The physician, group practice, or hospital group need not be a CCNC/CA provider, but
must be enrolled with the N.C. Medicaid program.
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Admitting privileges or formal arrangements must be maintained at a hospital that is
within 30 miles or 45 minutes' drive time from the PCP' s office. If there is no hospital
that meets these geographic criteria, the closest hospital to the CCNC/CA PCP practiceis
acceptable.

Hospital admitting agreements with unassigned call doctors are unacceptable.

Exceptions may be granted in cases in which it is determined the benefits of a PCP' s participation
outweighs his or her inability to comply with the admitting privileges requirement.

Women, Infants, Children Special Supplemental Nutrition Program
Referrals

Federal law mandates coordination between Medicaid managed care programs and the Women,
Infants, Children (WIC) program. CCNC/CA PCPs are required to refer potentially eligible
enrollees to the WIC program. Copies of the W1 C Exchange of Infor mation Form for Women,
the WIC Exchange of Information Form for Infants and Children, and the M edical Record
Release for WIC Referral form are available on DMA’ s website at
http://www.ncdhhs.gov/dmalformsca.html.

For more information, contact the local WIC agency at the county DSS or the Division of
Maternal and Child Health at 1-800-FOR-BABY (1-800-367-2229).

Transfer of Medical Records

CCNC/CA PCPs must transfer the enrollee’ s medical record to the receiving provider upon the
change of PCP and as authorized by enrollee within 30 days of the date of the request.

Medical Records Guidelines

Medical records should reflect the quality of care received by the client. However, many times
medical records documentation for the level of care provided varies from provider to provider. In
order to promote quality and continuity of care, aguideline for medical record keeping has been
established by the CCNC/CA program and approved by the Physician Advisory Group. All
CCNC/CA PCPs must implement the following guidelines as the standards for medical record

keeping.

These guidelines are intended for CCNC/CA PCPs. See Section 3, Medicaid Provider
Information, for medical records standards that apply to all providers.

It is expected that the medical record should include the following whenever possible for the
benefit of the patient and the physician:

1. Each page or electronic file in the record contains the patient’ s name or patient’s
Medicaid identification number and the office/practice from whom the page is coming.

All entries are dated.
The authors of all entries are identified.
The record islegible to someone other than the writer.

Medication allergies and adverse reactions, as well as the absence of allergies, are
prominently noted and easily identifiable.

The patient’ s personal and biographical data— including age, sex, address, employer,
home and work telephone numbers, and marital status—is recorded.
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Medical history, including serious accidents, operations, and illnesses, is easily identified.
For children, medical history includes prenatal care and birth.

There is a completed immunization record. For pediatric patients (age 12 and under) there
is a complete record with dates of immunization and administration.

Diagnostic information, medication, medical conditions, significant illnesses, and health
maintenance concerns are recorded.

. Patients aged 12 years and over are asked about smoking, acohol, and other substance
abuse at the routine visit and their answers are recorded.

. Notes from consultations are in the record. Consultation, lab, and X-ray reportsfiledin
the chart have the ordering provider’ sinitials or other documentation signifying review.
Records of consultation and significantly abnormal labs and imaging results have an
explicit notation of the follow-up plans.

. Emergency care is documented in the record.

. Discharge summaries are included as part of the medical record for all hospital
admissions that occur while the patient is enrolled with CCNC/CA.

. Documentation of individual encounters provides adequate evidence of appropriate
history, physical examination, diagnosis, diagnostic test(s), therapies, and other
prescribed regimen(s); follow-up care, referrals, and results thereof; and all other aspects
of patient care, including ancillary services.

Referrals and Authorizations

Coordination of careisarequired component of CCNC/CA. PCPs are contractually required to
provide services or authorize another provider to treat the enrollee. A referral from the PCP to
another provider should be considered even when an enrollee has failed to establish a medical
record with the PCP when medically necessary health care services are needed. In some cases, the
PCP may choose to authorize a service retroactively. Some services do not require authorization.
(Refer to the list of Exempt Servicesin this section.) All authorizations and consultations,
including services authorized retroactively, are at the discretion of the PCP. Referral of an
enrollee to a speciaist may be made by telephone or in writing. The referral must include the
number of visits being authorized and the extent of the diagnostic evaluation.

If the PCP authorizes multiple visits for a course of treatment specific to the diagnosis, the
specialist does not need to obtain additional authorizations for each treatment visit. The same
authorization referral number is used for each treatment visit. It is the PCP' s responsibility to
provide any further diagnosis, evaluation, or treatment not identified in the scope of the original
referral or to authorize additional referrals.

If the specialist receives authorization to treat an enrollee and then needsto refer the enrollee to a
second specialist for the same diagnosis, the enrollee’ s PCP must be contacted for authorization.
The same authorization referral number must be used by both specialists.

Authorization is not required for services provided in an urgent care center billing with a hospital
provider number. Referrals to a specialist for follow-up care after discharge from an urgent care
center do require PCP authorization.

Authorization is not required for services provided in a hospital emergency department or for an
admission to a hospital through the emergency department. The physician component for
inpatient services doesrequire authorization. Referrals to a specialist for follow-up care after
discharge from a hospital a so require PCP authorization.
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In addition to CCNC/CA authorization, prior approval (PA) may be required to verify medical
necessity before rendering some services. PA isfor medical approval only. Obtaining PA does
not guarantee payment or ensure recipient eligibility on the date of services. Refer to Section 6,
Prior Approval, for additional information about services requiring PA.

Referrals for a Second Opinion

CCNC/CA PCPs are required to refer an enrollee for a second opinion at the request of the
enrollee when surgery is recommended.

Referral Documentation

All referrals must be documented in the enrollee’ s medical record. PCPs should review the
monthly Referral Report to ensure that services rendered to their enrollees were authorized and
have been documented and recorded accurately in each enrollee’' s medical record. Itisthe PCP's
responsibility to review the Referral Report for validity and accuracy and to report inappropriate
referrals to the Managed Care Consultant. Refer to page 4-24 for an example of the report.

Submitting Referral Claims

Claims submitted for reimbursement of a service authorized by arecipient’s Carolina ACCESS
PCP must include the PCP's referral authorization number. Prior to the implementation of NPIs,
this referral authorization number was the PCP' s Carolina ACCESS provider number. With the
implementation of NPIs, the PCP's NPl number must now be used as the referral authorization
number. Carolina ACCESS PCPs must provide their NPl when authorizing a service. Claims
must be submitted with the Carolina ACCESS PCP’ s NPI number (unless the PCP is atypical) as
the referral authorization number or the claim will be denied.

When billing for a service authorized by arecipient’s Carolina ACCESS PCP, providers must
include the PCP’' s NPI as the referral authorization number on the claim. It is recommended that
the provider also include the PCP' s Carolina ACCESS provider number on the claim. A
taxonomy is not required for the referral authorization NPI.

Refer to Section 5, Submitting Claimsto Medicaid, for timeframes and requirements for
recording Carolina ACCESS PCP numbers, Carolina ACCESS overrides, and referring provider
information on a claim.

Exempt Services

Enrollees may obtain the following services from Medicaid providers without first obtaining
authorization from their PCPs:

o Ambulance services

e At-risk case management

e Child care coordination
Community Alternatives Program services
Dental care

Note: CCNC/CA enrollees are instructed to contact their PCP for assistance in locating a
denta provider enrolled with the Medicaid program. A list of dental providersis
available on DMA’swebsite at http://www.ncdhhs.gov/dma/dental/dental prov.htm.
Recipients can also be referred to the Office of Citizen Services, CARE-LINE
Information and Referral, at 1-800-662-7030 or 919-855-4400 (English and Spanish).
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Developmental evaluations

Eye care services [limited to CPT codes 92002, 92004, 92012, and 92014 and diagnosis
codes related to conjunctivitis (370.3, 370.4, 372.0, 372.1, 372.2, and 372.3)]

Family planning (including Norplant)

Health department services

Hearing aids (for recipients under the age of 21)
HIV case management

Hospice

Independent and hospital |ab services

Maternity care coordination

Optical supplies/visua aids

Pathology services

Pharmacy

Radiology (only services billed under aradiologist provider number)
Services provided by a certified nurse anesthetist

Services performed in a psychiatric hospitals and psychiatric facilities (but see notes
below)

Services provided by schools and programs

Outpatient behavioral health services for adult recipients (aged 21 years and older) when
performed by direct-enrolled providers.

Note: Psychiatric Services—I1CD-9-CM diagnosis codes 290 through 319.99 are exempt for all
providers except local management entities and psychiatrists. Local management entities and
psychiatrist providers must adhere to Medicaid’ s service-specific policies
(http://www.ncdhhs.gov/dma/mp/mpindex.htm).

Outpatient psychiatric services can be referred for children under the age of 21 by a Medicaid-
enrolled psychiatrist, the local management entity, or the PCP.

Although enrollees are not required to obtain authorizations from their PCPs for the services
listed above, PA may be required to verify medical necessity before rendering some services.
Obtaining PA does not guarantee payment or ensure recipient eligibility on the date of service.
To determine if a procedure requires PA, call the Automated V oice Response (AVR) system at
1-800-723-4337. Refer to Section 6, Prior Approval, for information on services requiring PA.

Override Requests

It isthe provider’ s responsibility to obtain authorization for treatment from the PCP listed on the
enrollee’ sMID card prior to treatment. When services have been rendered to a CCNC/CA
enrollee without first obtaining authorization from the PCP and the PCP refuses to authorize
retroactively, providers may request an override using the Carolina ACCESS Override Request
form to obtain payment. Override requests will be considered only for extenuating circumstances
beyond the control of the responsible parties that affected access to medical care. Overrides will
not be given for mental health services.

Override requests must be submitted to EDS within 6 months of the date of service. Requests will
be evaluated within 30 days of receipt. A copy of the Carolina ACCESS Override Request
form ison DMA’swebsite at http://www.ncdhhs.gov/dma/formsca.html.
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Medical Exemption Requests

CCNC/CA was established on the premise that patient care is best served by care coordinated
through a PCP. Enrollees may request a medical exemption from participation in CCNC/CA.
Depending on the condition of the patient, the exemption may be made for a 6-month period or
for the lifetime of the patient. Exemptions are granted for the following medical conditions:

o Terminal illness—the enrollee has alife expectancy of 6 months or lessor is currently a
hospice patient
Major organ transplant—this would be considered for a permanent exemption
Chemotherapy or radiation treatment—the enrollee is currently undergoing treatment

Note: Thisisatemporary exemption that ends when the course of treatment is
completed. If the therapy will last for more than 6 months, the exemption must be
requested after the initial 6-month time period during reapplication for Medicaid
coverage.

Diagnosis/Other—an enrollee may be granted an exemption if there is a specific
diagnosis or other reason that the enrollee would not benefit from coordinated care
through a PCP

Note: Supporting medical record documentation for this category may be requested for
review prior to a determination decision.

e End-stage rena disease

The Carolina ACCESS Medical Exemption Request form must be completed by the enrollee’s
physician and mailed to the DMA Managed Care Section at the address listed on the form.
Recipients may a so obtain the Medical Exemption Request form at their county DSS. A copy of

the form is also available on DMA’s website at http://www.ncdhhs.gov/dma.formsca.html.

Patient Disenrollment

On occasion, it may be necessary to disenroll a CCNC/CA enrollee from a practice for good
cause.* To disenroll a patient, PCPs must follow these procedures:

e Notify the CCNC/CA enrollee in writing of the disenrollment. Specify the reason for
disenrollment in the letter. Provide 30 days notice. Advise the enrollee to contact his or
her caseworker or the Medicaid supervisor at the county DSS to choose a new PCP.

Fax a copy of the disenrollment letter to the Carolina ACCESS Coordinator at the county
DSS. In addition, a copy of the letter should be sent to the Regional Managed Care
Consultant. (PCPs can check with the Managed Care Consultant to confirm the correct
Carolina ACCESS Coordinator at the county DSS).

Note: Until acounty DSS worker deletes the PCP s name, address, and telephone number from
the recipient’s MID card, the PCP must continue to provide services to the enrollee or authorize
another provider to treat the enrollee.

*Good cause is defined asfollows:

e Behavior on the part of the recipient that is disruptive, unruly, abusive, or uncooperative
to the extent that the provider’'s ability to serve the recipient or other affected recipientsis
seriously impaired
Persistent refusal of arecipient to follow areasonable, prescribed course of treatment
Fraudulent use of the MID card
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Additionally, a CCNC/CA enrollee may be disenrolled for nonpayment of copayments or an
outstanding balance if thisis a standard operating procedure for the practice, it is applicable to al
patients regardless of payer source, and prior written notice has been provided to the enrollee.

Carolina ACCESS—Frequently Asked Questions

1.

Istherealimit to the number of Carolina ACCESS patientsthat | can enroll for my
practice?

PCPs may enroll up to a maximum of 2,000 CCNC/CA enrollees per physician or
physician extender, unless otherwise approved by DMA.

Can | change my enrollment limit?
PCPs may change enrollment limits or restrictions by completing and submitting a
Medicaid Provider Change Form.

How can | verify that a patient isenrolled with Carolina ACCESS?

It isimportant to check the enrollee’ s current monthly MID card at each visit because the
enrollee’ s eligibility status or medical home may have changed. If the patient is enrolled
in CCNC/CA, the MID card will list the name of the medical home. If there isno medical
home listed on the MID card, the patient is not currently in CCNC/CA.

In addition to the verification methods listed in Section 2, Recipient Eligibility,
enrollment can also be verified by

e Calling the AVR system
e Checking the current Carolina ACCESS Enrollment Report

What should | do if the patient doesnot bring hisor her MID card to an
appointment?

Verify the patient’s enrollment by one of the methods listed in Section 2, Recipient
Eligibility, or check the current Carolina ACCESS Enrollment Report. Alternatively,
prior to rendering the service, the provider must inform the patient either orally or in
writing that the service will not be billed to Medicaid and will, therefore, be the financial
responsibility of the patient.

What if the medical homelisted on the patient’sMID card isincorrect?

Advise the patient to contact his or her caseworker or the Medicaid supervisor at the
county DSS to request a change to another medical home. In most circumstances, the
change takes a minimum of 30 days. Changes are typically effective the first day of the
month following the change.

AreCarolina ACCESS enrolleesresponsible for copayments?

CCNCI/CA enrollees are subject to the same copayment requirements as fee-for-service
Medicaid recipients. Refer to Copaymentsin Section 2, Recipient Eligibility, for
additional information.

Do all Medicaid-covered servicesrequire authorization from the primary care
provider?

No. Some Medicaid-covered services are exempt from PCP authorization. See Exempt
Servicesin this section.
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8. What if a Carolina ACCESS enrollee assigned to my practice needs health care that
my office cannot provide?
PCPs are responsible for coordinating the care of enrollees and are therefore responsible
for authorizing services as needed to specialists or other health care providers. Refer to
Carolina ACCESS Referralsand Authorizationsin this section for additional
information on coordination of care.

What isthe processfor referring a patient to a specialist or to other health services?

A CCNC/CA enrollee may be referred to any specialist or to other health services
enrolled with Medicaid. Your NPI number must be provided to the specialist or other
health service provider as the authorization number. Referrals may be made by telephone
or in writing and must include the number of visits being authorized and the extent of the
diagnostic evaluation.

. What if my PCP practicereceivesarequest for an authorization for a patient we
have not seen yet?
Because PCPs are contractually required to provide services or authorize another
provider to treat the enrollee, PCPs are not required to authorize a specialist or another
health service provider to treat an enrollee who has not yet been seen in their practice.
However, if the PCP does not authorize treatment, an appointment must be made
available to the enrollee according to the standards of appointment availability. All
referrals must be documented in the enrollee’ s medical record.

. What if a Carolina ACCESS enrollee self-refersto our practice?
PCP authorization must be obtained before a CCNC/CA enrollee may see a specialist or
another health service provider, unless the service is exempt from authorization. Y ou may

contact the PCP listed on the enrollee’ s MID card and request authorization, but the PCP
is not obligated to authorize the service.

If you do not receive authorization to treat the patient, you may refer the patient back to
the PCP or inform the patient either orally or in writing, prior to rendering the service,
that the service will not be billed to Medicaid and will, therefore, be the financial
responsibility of the patient.

. Do Carolina ACCESS enrollees admitted through the emergency department
require authorization from their primary care providers?
Referrals are not required for services provided in a hospital emergency department or for
an admission to a hospital through the emergency department. However, the physician
component for inpatient services doesrequire authorization. Specialist referrals for
follow-up care after discharge from a hospital aso require PCP authorization.

. How should claims be filed when a PCP refersa Carolina ACCESS enrolleeto our
office?

Refer to Section 5, Submitting Claimsto Medicaid, for timeframes and requirements
for recording Carolina ACCESS PCP numbers, Carolina ACCESS overrides, and
referring provider information on aclaim.

. Whom do | contact if | have questions or require additional information?
DMA has established regional managed care consultants to assist managed care
providers. Refer to the last page of this section for alist of consultants. If you are unable
to reach the consultant, you may contact the DMA Managed Care program at 919-647-
8170.
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Modified Sample of Carolina ACCESS Provider Enrollment Report,

Section 1, New Enrollees
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Modified Example of Carolina ACCESS Provider Enrollment Report,

Section 2, Current Enrollees

uaunuodde ue o) pres (A Juug o
SJIE} 4O JUUOLI JUALIND AR 0] PIRI (IT]A A1 PAAIDAT 10U SEY 102K € §1 Aniquii2 quow Juanany uas o) past aq uea todar s Jo vonsas sy

‘ponsad uoneaILEd presIpajy
sJualfd yaea uo Suipuadap Ares v 318 QL. L foow uoda waund o sXemiE ST UMD ) J0j paSi] AEP WOUL. gy sy

gpuow podas ayy 1of sansesd mod o) payuI] sa9(joaus §S0V Tujose]) [e 5151 Modad At Jo tonaas S| tajoy

I£222 'ON JYFHMANY LI34LS AW £21 i “

- e

COEie0  co/i0eD  CLZOLI “ A NHOT NGO " HE66666006 |

1€222 'ON TUTHMANY LITHIS ANV ECI

958T0] VOANVE  INADE T dICErs9i86 |

[£22C_ ON_THAHMON “LITHIS NIVI €T

EVIETT  cviDieD R6/80/80 W a d40f  INAIIDA T UMRLOCPELIG

a—nﬁ }—QE.—“ # R R
AVAHINIE ~ X3S ‘T TVINIIATANT

SALvaALrngmrig e

(INTWND) ‘SALVLS INTWTTONNT
YAAWILAAS 10 HINOW JHL 0

LYOdEY INTWTIOUNT ¥AAIAONd  WAGIAONA 307 40 TNVN ¥IAIAONd
N ALV SSA00V YNITOUVD L9SPETE MAANNN HAAIAOY |

. HIEANN JOVd _SHOUNOSTI NVNH 40 130 ON .

LSNNJOIU JuALIN),,
¢ NOLLOAS
LHOdTH INHWTTOUNT YAAIAO¥Ud VO




o Sitg sop uoday
A JO UONIAS  INJOING MAN,. A1) OF YUl] B LIA0T 0) DL UT WNSAS Y)Y O P 10U SEM 1N 1 5, JUSD A1) 0] apRw Sea 2Fumyd v .

10 ‘ypuow podas sup soy uondiusxa ur paurid upaq SEY IO g0 W) 1I0UE PA13a]as SeY g preapagy Jof ajqidie s uan oy, .

October 2008

10 presipay] 10y a[qrEna 1afuo] ou sl 2y ™
eg) FuEpur AIRA [[In JUSI[D 34 J0) PRIst P O L., PUE AP  IWOUL.. Anpgria ay

‘yuou podal o) o ssnsesd mod wol  paERinLE |, S33[[0I2 §STIIY BWI0S) A Jo |18 sist) wodas 2 Jo tonoes siyp sajoN

E0/0E/61 £0/10/90 ELITHVT { ..._ NHOT qur.:n..,.ﬂ - HoO66666G00

¥

- ECTT ON THIHMANY "LATYULS ANV £71 B -
E0/EDD £0/10/F0 9901 : ¥oOOHNVI INHIIDAY d1TErS9.86 |

R

o [£20C ON_AMAHMON "LHTYIS NIVIN €71 ]
O TE/R0 010/ 60 BOR0B0 O 30r IN3IDTY NBLISFEC IO

ol THOUA
AVAHINIG " XI§ y YN INATT 'A'1 TVAGIATANT |

SALVA ALITIIONTT

_n.ﬂn._h{z_Em,ab__ SOLY.LS INFWTIOHNS
z;mEqEﬂ. 110 HINOW FHL 404 .
JHOdIY INAWTIOUNT ¥3AIAOUd HAAIAON HOT W( AWYN HAAIAGH
NOA ALV SSTOIV YNITONV ) LOSPETT “WATWNN HHAIAOEd
T WHENONEOVE — SIOUNOSTY NVINH 40 'LdAd ON

(SHMNJOIUT PEUTII]
¢ NOLLDAS
LHOdHY INAWTTOUNT YHATAOYd V)

Modified Example of Carolina ACCESS Provider Enrollment Report,

Section 3, Terminated Enrollees

Basic Medicaid Billing Guide




October 2008

Basic Medicaid Billing Guide

Example of Emergency Room Management Report
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Example of Referral Report
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INSTRUCTIONS FOR QUARTERLY UTILIZATION REPORT

This report gives the PCP a detailed representation of the utilization of services by recipients
linked with the PCP s practice. These reports are based on claims that were paid during the
quarter prior to the report date. This report can be a useful tool in assisting the provider with their
internal utilization and quality management programs.

There are 14 service categories listed on the top portion of the report, with an explanation of each
listed on the second page of the report. The 14 service categories are divided into 4 subcategories
asfollows:

1. Current Quarter PCP—PMPM (per member per month) is the cost for that quarter for each
of the 14 service categories. The rate = units (claims) divided by quarterly enroliment x 1000.
Rates and cost are reported per 1000 members.

Current Quarter PCP Peer Group—Average rate and cost for al practicesin your
specialty for the quarter in respective category.

Quarter Averagefor PCP Peer Group—Average rate and cost for PCP Peer group
practices in respective categories.

Quarterly Average—Totals for the last four quartersin respective categories.

IF YOU HAVE ANY QUESTIONS REGARDING THE QUARTERLY UTITLIZATION
REPORT CONTACT YOUR REGIONAL MANAGED CARE CONSULTANT
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Example of Quarterly Utilization Report

1L INAWTIONNT A TINDW TYIOLAOVITAY 0T TSV (8 [0=0 530V 0V RH INTATIONNA A THINOI ADVHAAY (kL

I g0Es [L3IH POEEY ETaHI SIOMAHS T
irazs [Py Le§eTy  EUEEES SUONHAS WAHRO TIVATE
(s LS Wi s AACH ¥V LAV (1)
ANOED HIT 4 Wl D YR 0 dod
SHALAVID ¥ L5 SRLO B ISYTdM HALHY 0 TN SNOLEY TV WdINd

9ok 8 (e el fpus o AHOLYTIENY/ INRLLY L0 1)
[N T Tt ST W Lk INALLYALN0 LTV TV LA (6)
B wIE P s SAVHY (8
oo T A I SV ()
s gop el GHEIS W STVHATHSIST VIS (9]
oS0 e | W 0 HLTVAH TY.AREN INALLVANE (8]
i T ogsHs R b LNLEVNT TY LISOH (F)
VTS WL Pl ey AR AVINVH (5]
w0 1 i Wi b TONTA-NON '8
TS .l i . L el RINADY TN CILENE Y
1T S L @ ) SAMANAS UV [ NADHNAH TYAOL (D)
e fISE At 0Hg  9e ANARIS F00LI0 d0d (1)

Wl LIVE WA HEvY Mdd  AIYE AMODALYD FANIS
A SEIDVAO P LSYT A0S Ml d0d o M
JAY ATHLLEVID 10 TN I INAHEND

TTHMEYD = LI AINGDD

TNEIVHD THL N LT LTIV 100 TAAL M YD

SHYIJISAHS TTV L 190 SEEHREE “HTEWNN YAACE

x:.__m:_ag.__ﬁn_mmﬁ._._nx.__v,_‘zf__*_.r_u_p__._c FAAD TV ORI NOA STV LVELM TH10 20 AN AL

OO VEAED = ORI
HOATE NOTLYZPIELY ATV 800 YHNIONY.)
FEATHD ALY ST VROV HIHON [SOFHSINH 14043




October 2008

Basic Medicaid Billing Guide

ke
(<B)
-]
c
=
c
@)
o
—
S
@)
o
)
@
c
o
=
@©
N
=
)
>
—
()
+—
-
@©
>
o
Y—
o
[}
Q.
&
@©
X
L

R0 X JNAWTIONT A THELLAV O SEING = LV
CRICITVTN LON SIMARLSIY OV SIIVID HALADSSOHD Y R

ALY SRV THA NN OA0IADN CTYANES O TASSTI0UA STV 10 80 CHSVE 34Y SHOON FSTHE AEON
7%l STELL FLLLA I SN T S LI A0 MR N ATHINOW 30VH3AY (F1)

ﬁ__,-__ﬁa....._”_.___f.__._.._c_:”.E_._..__.,___“.“_.,.».m.._:;ax._ GIFLL ML LA T SINAETO HOH SADIANAS TIV Mo LW TYONNY N A TELLUY 0 (KD
n_:_cmn_

A STHL FLLIA CETANDT SINATT WO SE0IANLS S TdNON TV NV 17 STNIT 04 Wdld TYIINKY ONY A :z._..__E__...E:
AN AR A0 NV d0d 304 ST34 INAWADWNVIN T TN SEOLANES d0d B0 WedWd THIINNY ONY ATHH LAV
CRCNTIORE TN SEATTS HLTYHH TVINAW ONV A 1 L0 (MY HITYHH
JWOH DNLLLES INTLLYALNO RY NI VISTHISTNY "AMOLVINEIY S0TINI SIHL S301 ATS INTLLYALNO T LSOH 904 § AFIVIDDSSY NV HI6N [T
HITVA 1% NG O, ALY T3 SAANAS INSLLVL 10380 4 IIVIOSSY NV BIRINON ()
CACNTINT 10N STHANAS NOLLYIAYH LAV G000 THOTE0EE AVH-K AT CLALENAL S TR VID0SSY Iy AHNN (8]
O PIIN ADOTOHIYA "'S3A03 THNAH00N LHOLVHOTYT 400 CRLLLNC S (TALVID0SSY NV HIHININ i
UL TVAH TVINTA HO 1840 BATIINT LON S300 STHLD INIYTD SHL MO SR T T 0
LY LT ISHO0 NYITS A INHLEVANL ONY CEACACHA INALLY A0 STHLD "SLSITVIZAE DL 5 AHAS TVASTE H04 § CFLLYIDOSEY QWY HHIHN ]
HLTVH TV INT HO4 § (L YID0SSY NV SNOISSTINAY 1Y LSO (<)
TR

LN T SROLLY DTS00 NYINEARA THALLVANT (Y HLTYEH TVINAR (VIS IHLLSINY RINTIND § QLVIDOSSEY ONY SNOISSHINCTY TV LIdS0H (k)

STV T DITH0 WO § Q3 LVIDDSSY NV SAOIANHS ADYIHYH ()
N0 YN = STIONADETNE (LTLENEL 4 (TALYVTI0SEY (N SLIRIA SNV LMD h
T 030 DNIANTINT SLISIA AN 4.0 A0 S CILVEDDESY ONY 1AM 11}

AT A0 L, (YN H3C

ORI i STS0NOVT R BRI e
EY MY LTV (NY SAVHNS




Basic Medicaid Billing Guide October 2008

List of Regional Managed Care Consultants

Consultant’s Telephone
Name Number

Jerry Law 252-321-1806 | Jerry.Law@ncmail.net Beaufort, Bertie,
Camden, Chowan,
Currituck, Dare,
Edgecombe, Gates,
Greene, Halifax,
Hertford, Hyde,
Martin, Nash,
Northampton,
Pasquotank,
Perquimans, Pitt,
Tyrell, Washington
Rosemary Long | 910-738-7399 | Rosemary.L ong@ncmail.net Bladen, Brunswick,
Carteret, Columbus,
Craven, Cumberland,
Duplin, Jones, Lenair,
New Hanover, Onslow,
Pamlico, Pender,
Robeson, Sampson,
Wayne
919-647-8170 Davidson, Davie,
Forsyth, Guilford,
Hoke, Montgomery,
Moore, Randolph,
Richmond,
Rockingham, Scotland,
Stokes, Surry, Wilkes,
Y adkin
Christopher 919-647-8176 | Christopher.Lucas@ncmail.net | Alamance, Caswell,
Lucas Chatham, Durham,
Franklin, Granville,
Harnett, Johnston, Lee,
Orange, Person, Vance,
Wake, Warren, Wilson
LaRhondaCain | 919-647-8190 | LaRhonda.Cain@ncmail.net Alexander, Alleghany,
Anson, Ashe,
Cabarrus, Caldwell,
Catawba, Gaston,
Iredell, Lincoln,
Mecklenburg, Rowan,
Stanly, Union,
Watauga

E-mail Address Counties
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Consultant’s
Name

Telephone
Number

E-mail Address

Counties

Melanie
Whitener

828-304-2345

M elanie.Whitener@ncmail.net

Avery, Buncombe,
Burke, Cherokee, Clay,
Cleveland, Graham,
Haywood, Henderson,
Jackson, Macon,
Madison, McDowell,
Mitchell, Polk,
Rutherford, Swain,
Transylvania, Yancey






